Academic research on health policy divergence across the UK since devolution has characterised Scotland's approach as 'professionalistic' or 'collaborative'. 
Introduction
Health-care policy is the archetypal example of post-devolution distinctiveness in the UK.
Unlike education (Arnott & Ozga, 2010; McPherson & Raab, 1988) and criminal justice (McAra, 2008) , health policy in Scotland was broadly consistent with that in England until devolution. At devolution, health was one of the areas fully devolved to the Scottish Parliament. Rather than a traditional federal system, what has emerged is a system where Edinburgh has a high degree of autonomy in policy-making (Keating, 2010) , with formal contact between Edinburgh and Whitehall conducted on the basis of Joint Ministerial Committees (Greer & Trench, 2010) . Contrasting this with the system of parallel Ministries at federal and state level in Germany, the US and Canada, Keating remarks that for much UK policy "there is now no 'centre' at all" (Keating, 2002, p. 5) . Factors constraining divergence Final author version of: Stewart, E. (2013) 'A mutual NHS? The emergence of distinctive public involveme nt policy in a devolved Scotland '. Policy & Politics. Vol. 41, include the continued financial dependence of Scotland on Westminste r via block grant funding (Parry, 2002) and the continued UK control of issues such as the remuneration of health service employees and professional regulation (Greer & Trench, 2010) . Nonetheless the structures of the NHS in Scotland and England now look remarkably different. The English NHS currently faces the extension of competition and another redrawing of the purchaser-provider split (Limb, 2011) , while north of the border a re-elected Scottish National Party administration defends the system of unified territorial Boards (in place since 2005) and the rejection of private provision of health services. Thus, while the NHSs in Scotland and England both remain tax-funded, state-governed health systems, there are far fewer structural similarities than at any point since 1948.
The study of devolved Scottish health policy is still in its infancy, but this article argues that its birth into the midst of a heavily politicised debate about devolution has complicated its development. In light of a decade of post-devolution policy, and three administrations on, there is scope for nuanced and empirically-grounded analyses of specific policy areas to complement broad comparisons of sectoral policy trajectories. Accordingly, this article explores the shifting understandings of public involvement within Scottish health policy documents (2000) (2001) (2002) (2003) (2004) (2005) (2006) (2007) . By 'public involvement' I refer to "the involvement of members of the public in strategic decisions about health services and policy at local or national level" (Florin & Dixon, 2004, p. 159) . This signifies a collective dimension distinct from, but closely linked with individual level questions of patient-centredness and user involvement (Forster & Gabe, 2008) . The linkages and elisions between these issues is a one focus of this article. Public involvement is a particularly pertinent field of policy in the Scottish context. In rejecting the choice and competition model influential in England since 2002 (Department of Health, 2002) , Scottish health policy has been described as "professionalistic" (Greer, 2004) or in the BMA's more flattering characterisation, focused on "collaboration and integration" (BMA Health Policy and Economics Research Unit, 2010) . The unified territorial Board structure minimises opportunities for dissatisfied patients to exit, except to move between primary care practices, and this has pushed public involvement high on the policy agenda.
The most attention-grabbing example was the introduction of legislation for the direct election of non-executive members on Health Boards, amended by Parliament to create pilot Final author version of: Stewart, E. (2013) 'A mutual NHS? The emergence of distinctive public involveme nt policy in a devolved Scotland '. Policy & Politics. Vol. 41, elections in two Health Boards (see Greer, Donnelly, Wilson, & Stewart, 2011) .
I begin by reviewing analyses of Scottish health policy since devolution, arguing that middle range accounts of specific strands of health policy have been neglected in favour of metanarratives and micro-level 'flagship' decisions. I then introduce public involvement as one such strand which, although associated with a limited range of policies in the last decade, can potentially be effected by a broader range of policy tools (Hunter & Harrison, 1997) . I then explain the process and results of tracing public involvement through Scottish health White Papers since devolution, asking whether we can discern a shift in emphasis in the policy instruments proposed to effect involvement. Finally, I consider the implementation of the Scottish National Party's proposals for public involvement, before reflecting on the implications of these findings for the study of public involvement in health.
Analyses of Scottish health policy
Studies of Scottish health policy since devolution have been preoccupied with the question of divergence from previous UK policies. This is not particular to health policy. Education policy in Scotland has always been not merely different from that in England, but selfconsciously so. McPherson and Raab discuss the extent to which the "assumptive worlds" (Vickers, 1965) of the Scottish education policy community have been ordered by myths about the traditions of Scottish social democracy; "a theory supported by data it had helped to create" (McPherson & Raab, 1988, p. 499) . The health policy community in Scotland can be seen as similarly beguiled by Scottish distinctiveness and this preoccupation is not confined to the world of academia. In interviews with public health stakeholders and practitioners, Harrington et al. found explicit rejection of England's marketised approach and approval of a perceived Scottish ethos of collaboration: "This emphasis on differences in the 'ethos' between countries recurred frequently in the Scottish interviews" (Harrington et al., 2009, p. e27 ). Greer's (2004) four-nation study can be seen as the founding text of the study of postFinal author version of:
Stewart, E. (2013) 'A mutual NHS? The emergence of distinctive public involveme nt policy in a devolved Scotland '. Policy & Politics. Vol. 41, devolution Scottish health policy. He proposes an attractively straightforward characterisation of the 'trajectories' of health policy in the four nations since devolution and considers the devolution settlement as a "divergence creation machine". For Greer, Scotland's health policy "bets on professionals as the state's allies in providing effective, efficient, legitimate health care and health care rationing. The logic, if not the forms, are close to the 1974 NHSand the criticisms are the same as well" (Greer, 2004, p. 63) . Explicitly comparative studies such as this (and that offered by the British Medical Association (2010)) set the tone for the narratives offered by textbook accounts of post-devolution Scotland. Keating (2010, pp. 209-215) and Tannahill (2005) offer overviews of Scottish health policy imbued with concern for its post-devolution distinctiveness. They describe a selection of 'headline' shifts (for example, the smoking ban) which demonstrate "the Scottish Executive's ability to take a different legislative stance to that south of the border" (Tannahill, 2005, p. 209) . The analytical selection of these 'headlines' is rarely problematised. It is unclear whether their significance is primarily political, or is based on some academic standard of policy significance. Birrell (2009, p. 35) identifies flagship policies as either possessing an assessed level of innovation or as self-identified as such by governments. McGarvey and Cairney use the term in a more exclusively political sense to refer to "legislation … which is perhaps not only high profile but also a symbol of intent" (McGarvey & Cairney, 2008, p. 205 ).
This "current consensus" (Smith et al., 2009, p. 218 ) on a distinctive Scottish approach to health policy has met some opposition (Mooney & Poole, 2004; Mooney & Scott, 2005 ).
Prior, Hughes and Peckham's (2012) incisive analysis cites Freud's "narcissism of minor differences" (Freud, 1961, p. 78) , and highlights the commonalities in health policy across the four nations. However, the concern of this article is not to contribute to an assessment of Scottish difference from English, Welsh or Northern Irish policy, but to offer a detailed study of the development of one area of policy in Scotland since the moment of devolution. It is my contention that debates around post-devolution policy divergence have created a somewhat polarised picture of policy. This identifies grand characterisations of the entire health system ('professionalistic' 'collaborative') and particular decisions (free prescriptions, Health Board elections), while neglecting the middle order accounts of policy which link them. Policy itself can be understood as a middle range concept: "something 'bigger' than (Heclo, 1972, p. 84) . Hudson and Lowe (2009, pp. 8-11 ) argue that "meso-level" policy analysis is often neglected in favour of macro-accounts (which emphasise convergence between cases) and micro-level accounts (which emphasise divergence). This article aims to offer an account of policy at this middle range by focusing on the example of public involvement within Scottish health policy.
Public involvement as a sub-field of health policy
As understandings of the determinants of health have shifted, health policy has become a remarkably broad category (Hann, 2007) . The whole-system analyses of health policy in the devolved countries of the UK have been criticised for extrapolating from one area of the field to others . Accordingly, analysing sub-fields of health policy -in this case policy on public involvement in the governance of health services -offers one route to a more nuanced picture of Scotland's health policy since devolution. I understand 'public involvement' as a sub-field of health policy, rather than a whole-system characterisation such as 'collaboration', in that it denotes a specific set of relations and decisions, rather than an ethos or aspiration. While public involvement clearly has normative content, it is also a functional domain within health policy-making. While NHS accountability to the public has been a recurring theme in health policy debates since at least the creation of Community Health Councils in the 1970s (Klein & Lewis, 1976) , from the late 1990s these issues were channelled into, and answered via, a distinctive agenda known as Patient and Public Involvement (PPI) (Department of Health, 1999) . In post-devolution Scottish health policy this agenda is generally known as Patient Focus, Public Involvement (PFPI) (Scottish Executive, 2001) . Accordingly I will use public involvement (lower-case) when referring to the academic term, and either PPI or PFPI when referring to how public involvement has been operationalised as a policy agenda in England and Wales, or in Scotland.
Definitions of public involvement are plentiful but vague. Defining PPI, Tritter offers "ways in which patients can draw on their experience and members of the public can apply their priorities to the evaluation, development, organisation and delivery of health services" 6 (Tritter, 2009, p. 276) . The breadth of this attempted definition hints at the risk of conceptual stretching (Sartori, 1970) in this area. Uncertainty about whether public involvement should be considered as distinct from, or as part of, questions of patient-centred care exacerbate this risk. Some authors consider patient choice of provider as a strategy of public involvement (Harrison, Dowswell, & Milewa, 2002) , while for others, working within Hirschman's (1970) framework of exit and voice, it is an alternative (Greener, 2008) . Anton, McKee, Harrison and Farrar (2007, p. 470) conclude: "Despite, or perhaps because of the current prominence of policies promoting public involvement, a number of tensions and ambiguities relating to this policy have not been well explored". These tensions include basic uncertainty about the purposes of involvement (Bochel, Bochel, Somerville, & Worley, 2008) , and the presentation of involvement as a technical or managerial exercise, rather than potentially political redistribution of power.
Thanks, in part, to this prominence, we have good empirical research on how local administrators and professionals implemented public involvement policy in England under New Labour (for a summary see Farrell, 2004) . However the literature lacks systematic analysis of the policy instruments of public involvement; how policy-makers have sought to effect involvement across the NHS. Related to the point above regarding unresolved tensions within this policy area, Rudolf Klein describes policy-making for patient and public involvement in England under New Labour as "a stutteringly inconsistent process" (Klein, 2010, p. 234) and "a layer-cake of initiatives, with no necessary logical link between the component parts" (Klein, 2004, p. 207) . In an early overview of the policy options, Hunter and Harrison (1997, pp. 138-150) 'individual' and 'collective involvement'. In this article, I will use this distinction to explore policy proposals for public involvement in Scotland since devolution. Public involvement is understood, not simply as something that happens at the local level, but as a product of central Government policies (Hughes, et al., 2009) .
Methods
This article draws on a qualitative analysis of Scottish health policy documents published between 2000 and 2007. Analysis of policy documents has been somewhat neglected in studies of policy divergence in the UK post-devolution, which have tended to rely predominantly on interviews with national level policy-makers and stakeholders (Greer, 2004) or on legislative output (Keating, Stevenson, Cairney, & MacLean, 2003) . Policy documents can offer another useful perspective. Specifically, if we assume that Scottish distinctiveness is embedded into the "assumptive worlds" (Vickers, 1965) of policy-makers, it is incumbent on researchers to go beyond interview self-reports of a national policy 'ethos'.
The particular value of this approach is in supporting analysis more detailed than macro accounts and yet more contextualised than 'flagship' decisions. Smith et al., drawing on the work of Freeman (2006) , argue that policy documents "frame the nature of public policy problems, shape the boundaries of possible responses and act as points of reference for a wide variety of actors to justify subsequent positions" (Smith, et al., 2009, p. 219) . Our National Health -a plan for action, a plan for change (Scottish Executive, 2000) can be understood as a hastily 'kilted' version of the Westminster Government's NHS Plan.
Partnership for Care (Scottish Executive, 2003) was seen, by contrast, to make a significant break with UK Government policy in dissolving Trusts.
Delivering for Health (Scottish Executive, 2005) . The Government response to While other, more specifically public involvement-relevant publications exist (Scottish Executive, 2001 Scottish Health Council, 2010) , the relative emphasis on public involvement within the broader health policy agenda -competing with topics such as clinical priorities, health inequalities, efficiency targets and service design -is instructive.
I undertook a qualitative content analysis of each document, using NVivo for the purposes of coding. I started from a position of relative familiarity with the documents and the context in What priority is given to public involvement in the document?  (How) are key terms defined?
What key proposals are associated with public involvement in the document?
Are these proposals concerned with individual (patient) or collective (public) involvement?
Redefining public involvement in policy documents
Identifying the proposals for action associated with public involvement helps to move beyond the appeal of "warmly persuasive word[s]" (Williams, 1976, p. 76) . While the symbolic power of rhetoric can be understood as one type of policy instrument (Schneider & Ingram, 1990) , my concern here was with proposals for action. These are presented in table 1, separated into proposals which relate to individual (patient) involvement and to collective (public) involvement. While not always a straightforward judgement -as will be discussed below -this is primarily a distinction between policy proposals which seek to directly improve patient experience at the individual level, and those which seek to strengthen the public's collective role as a stakeholder (Forster & Gabe, 2008 Collective involvement is also to be furthered by the creation of the Scottish Health Council within the existing organisation of NHS Quality Improvement Scotland. As with the continuing commitment to skills training and capacity building, this suggests that the enhancement of public involvement is primarily a technical organisational exercise, in which few conflicts of interest exist between organisations, staff and local communities. 15 policy in this period were preoccupied with controversy over hospital closures and the future configuration of services. That public involvement was not seen as integral to these debates suggests that it was seen as a realm of activity removed from high-level decision-making.
Despite the stronger emphasis on public involvement in Our National Health (indicating that enthusiasm for the issue crosses party boundaries) I argue that a distinctive understanding of public involvement emerges most clearly in the SNP's Better Health Better Care.
Discussion
As highlighted above, this is an analysis of proposal, not action. Some proposals are never implemented, and at other times legislation passes without prior inclusion in White Papers.
One example of this is the statutory duty for Boards to involve the public, contained in the Charters in the past (Forster & Gabe, 2008) , become essentially a guide to accessing services.
While a new 'Participation Standard' has been developed (Scottish Health Council, 2010) it is yet to be integrated into the national system of performance management. Proposals to strengthen Public Partnership Forums have not materialised. While they remain in place their role has shifted subtly from being "the main way" (Scottish Executive, 2004, p. 4 ) the NHS involves the public to being one of "many different ways" of "listening and responding" (Scottish Health Council, 2010, p. 16) . At least from a structural perspective, on-the-ground While a shift in emphasis and rhetoric is evident, these are not path-breaking reforms. The recurring spectre of a charter of patient rights is familiar. Terminology stays consistent and structures of involvement for members of the public to oversee organisations are left broadly unchanged, with Public Partnership Forums and Scottish Health Council subject to reviews but left intact (FMR Research, 2008; Scottish Councils Foundation & McCormickMcDowell, 2008; Scottish Health Council, 2009 ). The invocation of mutuality, often used as shorthand for the whole SNP health policy agenda, is something of a rhetorical red herring.
Mutuality in the public sector and in health care has a long pedigree (Birchall, 2001; Gorsky, Final involve citizens more closely in decision made over public services. However properly used it refers to a membership-based organisation, in which the users of services are in control of provision" (Birchall, 2008, p. 5) . The compatability of a genuinely mutual organisation with the Scottish policy commitment to universality is questionable. In experimenting with membership models for the elections for Boards of Governors, English Foundation Trusts found that opt-out (i.e. universal) membership was an expensive exercise which yielded dramatically low election turnout (Day & Klein, 2005) . The SNP's proposals are overtly inclusive; indeed, they seek to bring all the 'people of Scotland' into a closer relationship with the NHS. Despite the strong rhetoric of mutuality, many of the policy tools for public involvement proposed in Better Health, Better Care actually draw on a far more traditional hierarchical approach.
While distinguishing the individual from the collective dimensions of involvement is a useful starting point, this analysis demonstrates the limits of the approach. Instead of a switch in Scottish health policy from instruments of individual involvement to those of collective involvement, there are nuanced differences in approach and emphasis. There are behavioural assumptions at play in the selection of policy tools. Schneider and Ingram (1990) suggest that capacity-building tools (for example the provision of training, support and information to both staff and patients) assume that the policy goals are shared and welcome, and that obstacles are of ability, not willingness. By contrast, Better Health Better Care primarily relies upon authority tools (mandating of elections), incentive tools (incorporation of patient experience and public involvement measures into performance management), and symbolic tools (the rhetoric of mutuality and co-ownership), suggesting that their diagnosis of problems is of organisational intransigence, not inability. This is in keeping with some of the more inflammatory statements of Scottish National Party Health Secretary Nicola Sturgeon:
"Elected health boards … are the best way of ensuring that boards will no longer be able to ride roughshod over community opinion, as has happened in the past" (The Scottish 18 approach is in part due to the structural consequences of other reforms. In a unified territorial system -where planning and not commissioning is the primary task -there is far more scope to have input from a collective manifestation of the local population. It is no coincidence that electing members of health authorities was a recurring proposal in health policy debates up until the late 1990s (Hunter & Harrison, 1997; Klein & Lewis, 1976; Klein & New, 1998 ):
Scotland's traditional NHS structure lends itself to traditional policy tools. In this context, the dividing line between individual and collective involvement is blurred. As with the publication of waiting times data, Better Together, the programme for the collection of data on patient experience appears intrinsically individual. However it is widely publicised in order to aid the public in holding local services to account. This, then, is a tool of individual involvement put to collective purposes.
Conclusion
Public involvement in health care has been promoted by international organisations (Council of Europe, 2000; World Health Organization, 1998) as a priority for health-care systems in the 21 st century. However, as Hughes, Mullen and Vincent-Jones (2009) comment with regards to the English and Welsh cases, even within the UK there are significant differences in approach. It is broadly acknowledged that this area of policy encompasses a multitude of goals, some of which may be in direct conflict with each other. These include better governance, enhanced democracy, the development of social capital, the education of individuals, and the improvement of services (Bochel, et al., 2008) . In this context, the consistency in terminology of public involvement across the four nations of the UK might mask very different intentions. These policies also look remarkably different in context, as the structures of health systems across the UK continue to diverge. For example, given that NHS organisations in England are now required to compete with each other and with other providers, the role of public involvement (if the terminology does not fall entirely out of usage (NHS Evidence, 2010)) is far more complicated.
Instead of assessing public involvement policies by the degree of empowerment they offer, this article simply seeks to explore the different policy instruments which have been proposed as part of the public involvement agenda. What is evident is that public involvement can potentially lend itself to a wide range of policy tools. Careful attention to policy documents reveals a significant evolution in approach since devolution in Scotland However, existing evidence emphasises a high degree of uncertainty as to the meaning and purposes of public involvement among NHS staff and stakeholders (Anton, et al., 2007; Forbat, Hubbard, & Kearney, 2009) . It is necessary to understand better how the somewhat amorphous proposals for a 'mutual NHS' are put into practice by front-line staff, and crucially, how new opportunities to play a more active role in the management of health services are received by the public. .
